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Revision: HCFA-PI¶-86-20 (BgRC)
september 1986 

amount DURATION AND SCOPE OF services provided
MEDICALLY needy GROUP(S): 

The following ambulatory services are provided. 

Rural  hea l th  c l in i c  s e rv i ces  

Otherlaboratory andx-ray se rv ices  

EarlyandPeriodicScreening,Diagnosis, 

Family planning services 

Physicians 'services  

P o d i a t r i s t s '  services 

Optometrists '  services 

Chiropractors ' 
services  
Otherprac t i t ioners 'se rv ices  
Home hea l th  se rv i ces  
Pr iva te  duty  nurs ing  serv ices  
C 1i n i c  s e r v i c e s  
Dentalservices  
Physical therapy and related services 

and Treatment 

Prescribeddrugs,dentures,  and pros the t ic  devices  
Eyeglasses 

t r a n s p o r t a t i o n  
-Personal care se rv icesnurse parctitioners 

*Description provided on attachment 



Supersedes  

covered 

Date  Approval  

Revision: HCFA-PM-91- (BPI)) ATTACHMENT 3.1-B 
1991 Page 2 

OMB NO. 0938-
State/Territory:
Nebraska 


AMOUNT, DURATION AND SCOPE
OF SERVICE PROVIDED 

MEDICALLY
NEEDY GROUP( S) : allgroups . 

1. 	 inpatient hospitalservices other than those .providedin an institution 

for mental diseases. 


-
13 Provided: / - I  Nolimitations I 2  Withlimitations* 

2.a. Outpatient hospital services. 

-

/,xl Provided: I_! KO limitations 15 Withlimitations* 

b. 	 Rural health clinic services and other ambulatory services furnished 

by a rural health clinic (which are otherwise under the plan). 


13 Provided: 17 .No limitations /x/ With limitations* 

c. 	 Federally qualified health center (FQHC) services and other ambulatory

services that are
'covered under the plan and furnished by an FQHC in 

accordance with sec.4231 of the State Medicaid Manual (HCFA-Pub.
45-4). 


-
13 Provided: 1-1 So limitations 13 Withlimitations* 


3 .  Otherlaboratoryand x-ray services. 
-

Provided: Is !io limitations 1-1 Withlimitations* 

4 . a .  	 nursing facility services (other than services in an institution 
for mental diseases) for individuals21 years of ageo r  older. 

-13 Provided: 1-1 KO limitations I T  Withlimitations* 


b. -Early and periodic screening and diagnosis
of individuals under21 

years of age, and treatment of conditions found. 
-
Is Provided I 3  No limitations 1-1 Withlimitations* 


c. Family planning servicesand supplies for individualsof childbearing age 


*Description provided on attachment 


TS so. ?!S-92- 1 APR 1 I) 1992 NOV 0 1 1st
EffectiveDate 

TS NO. YS-91-34 

HCFA ID: 7986E 
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Revision: HCFA-PM-93-5 (MB) ATTACHMENT 3.1-B 
MAY .1993 	 Page 2a 

OMB NO: 

S t a t e / T e r r i t o r y :  Nebraska 

AMOUNT, DURATION m SCOPE OF SERVICES PROVIDED MEDICALLY NEEDY 
GROUP(6 )  : AI 1 groups 

Physicians '  services, whether5.a.  furnished i n  the o f f i c e ,t h e  
p a t i e n t ' s  home, a hospital, a nursing facil i ty,  or 
elsewhere. 

Provided : -No l i m i t a t i o n s  W i t hl i m i t a t i o n s  

b. 	 Medicaland surgical services fu rn i shed  by a den t i s t  ( i n
accordance with section 1905(a) (S) (B)  of t h e  A c t ) .  

Provided : . x-N o  l i m i t a t i o n sw i t h  l imitations:  

*Descr ip t ion  provided  on attachment. 

. 	 TN No. MS 91 11 
Supersedes Approval Date 1\11 1 2 E f f e c t i v e  Date APR 0 1 1% 
TN NO. MS-92-23 



Supersedes  

. .  

. 
revision HCFA-PH-86-20 (BERC) attachment 3.1-8 
september 1986 Page 3 

no 0938-0193 

State/Territory: Nebraska 

amount DURATION and SCOPE OF services PROVIDED 
MEDICALLY needy GROUP(S): All covered $Soups . 

6, medical care urd m y  other type of remedial cart recognized under State 

c 
 law, furnishedby licensed practitioners within the scope
of their 

practice 8s defined by State law. 

a. podiatrist Services 
- ­&7 Provided: // Po limitations &/ withlimitations* 

b. Optometrists' Services
- ­&y Provided: L/ no limitations a/ withlimitations* 
C. Chiropractors* Services -E Provided: f i  no limitations // withlimitations* 

6.  	 Other Practitioners' Services - ­-fi7 Provided: // lo limitations /x/ withlimitations* 

7. Home Health Services 

a. Intermittent or part-time nursing service provided
by a home health 
agency or by a registered nurse whenno home health agency exists in 
the arm. - -
ET Provided: &I' 190 limitations // with limitations 

b. Home health aide services providedby a home health agency-
&T Provided: // lo limitations 07 withlimitations* 

C .  	 Medical supplies, equipment,and appliances suitablefor use in the 
homo. -

with
&T Provided: /I no limitationslimitations* 

d. Physic81 therapy, occupational therapy,or speech pathologyand 
by a home health agencyaudiology services provided or medic81 


rehabilitation facility 
 -Lv Provided: /x3 If0 limitations // With limitations* 

*Description providedon attachment. 

f 

TU no. w - 2 s  
ApprovalDate 


rp PO. HS-81-11 
/L7 effective date 

HCFA ID: 0140P/0102A 



Prescribed  

Revision: (BERC) attachment 3 . 1-BHCPA-PK-86-20 

september 1986 Page 4 


O D  NO. 0938-0193 


State/territory: nebraska slra 

mom, DURATION MID SCOPE OF SERVICES PROVIDED 
medically NEEDY GROUP(S): All covered groups 

a. Privatedutynursing services. 


-E Provided: cI Yo limitations E With limitations* 

9. Clinic
services. 

- ­
fi Provided: L/ no limitations /x= Withlimitations* 

10. Dental
services. 

-e Provided: I/ no limitations E Withlimitations* 

11. Physical therapy and related services. 


a.  	 physical therapy. 
- - -

Provided: r i  El.; licitations /X with limitations 

b. 	 Occupational therapy. 
-

Provided: L/ Yo limitations Lz Withlimitations* 

c. 	 Services for individuals with speech, hearing,and language disorders 

provided by or under supervision ofa speech pathologistor audiologist. 


-
Provided: L/ lo lidtations fi Withlimitations* 

12. 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 
prescribed by a physician skilledin diseases of theeye or by an 
optometrist. 

a. drugs. ­- -E Provided: L/ Yo limitations /xx withlimitations* 


b. Dentures. 

- - -

Provided: L/ No limitations &J( Withlimitations* 


*Description provided on attachment. 




Supersedes  

revision HCFA-PM-86-20 ATTACHMENT 3.1-8(BERC) 
SEPTEMBER 1986 Page 5 

OMB No. 0938-0193 
I State/Territory: Nebraska 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLYNEEDYGROUP(S): Allcoveredgroups 

c. Prostheticdevices. 

-X ' Provided: - No limitations -X With limitations* 

d.Eyeglasses. 

-X Provided: - No limitations -X Withlimitations* 

13. 	 Otherdiagnostic,screening,preventive,andrehabilitativeservices,Le.,otherthan those 
provided elsewherein this plan. 

a. Diagnosticservices. 

- Provided: . - No limitations - Withlimitations* 

b. services.Screening 

-X Provided: - No limitations -X With limitations* 

c. Preventiveservices. 

- Provided: - No limitations -Withlimitations* 

d. services.Rehabilitative 

-X Provided: - No limitations -X With limitations* 

14. Services for individuals age65 or older in institutions for mental diseases. 

a. Inpatienthospitalservices. 

-X Provided: -X No limitations -Withlimitations* 

b. Skillednursingfacilityservices. 

-X Provided: ' -X No limitations -Withlimitations* 

*Description provided on attachment 

Transmittal # MS-95-9 
feb 2 5 7%

Effectivei Approved apr Q 1 ~~~ 

,./. 

Transmittal # MS-91-3 



attachment 3.1-8 
Page 6 

OWB BO. 0918-0193 


State/Territory: Nebraska 

AMOUNT, duration and scope OF services PROVIDED 
MEDICALLY REEDYGROUP(S): All covered groups 

’ c. Intermediate care facility services -Lz Provided: Lz lo limitations // with limitations* 

15. a. Intermediate care facilityservices (other than such servicesi n  an 
institution for mental diseases for persons determined in accordance 
with section 1902(a)(31)(a) of the Act, tobe in needof such care. 
-LE Provided: LT no limitations a/ with limitations* 

b. Including such services ina public institution(or distinct part 
or persons with relatedthereof) for the mentally retarded conditions.- ­

/x/ Provided: L/ no limitations &/ withlimitations*-

.-1. 

-q
0
ypnurse-midwife services. 

No limitations // 
- with limitations*LT Provided: // 

Not provided 

18. Hoepice care (in accordance with section 190f(o) of the Act).
- -LT 	 Provided: L/ 150 limitations // with limitations* 
Not provided 

I *Descriptionprovided on attachment. 

TU no MS-06-25 

Supersedes approval Date’ 

T# BO. MS-81-11 


HCFA ID: 014OP/OlOZA 




.- Revision:HCFA-PM-94-7 (MB)
SEPTEMBER 1994 

ATTACHMENT 3.1-B 

Page 7 


State/Territory:
Nebraska 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S)  : 

, 19. Case management services and Tuberculosis related services 

a., Case management services as definedin, and to the group specified in,
Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19) 
or._ -.section 1915(g) of the Act). 


-X Provided: X With limitations* 

- Not provided. 

b. Special tuberculosis ( T B )  related services under section 19.02(~)(2)(F)of 

the Act. 


- Provided: .- Withlimitations* 

-X Not provided. 

20. Extended services for pregnant women. 


a. 	 Pregnancy-related and postpartum services fora 60-day period after the 

pregnancy ends andfor any remaining daysin the monthin which the 60th 

day falls. 


+ ++ -X Provided: - Additional coverage 

b. 	 Services for any other medical conditions that may

complicate pregnancy.


+ ++-
. '  


-X Provided: Additionalcoverage - Not provided. 

1. Certified pediatric or family nurse practitioners'services. 


-X Provided: 2 No limitations - Withlimitations* 

- Not provided. 

+ 	 Attached is a list of major categories of services (e.g., inpatient
hospital, physician, etc.) and limitations on them, if any, that are 
available as pregnancy-related servicesor services for any other medical 
condition that may complicate pregnancy. 

++ 	 Attachedis a descriptionofincreases in coveredservicesbeyond
limitations for all groups described in this attachment and/or any
additional services providedto pregnant womenonly. 


*Description providedon attachment. 


: 	 TN NO. MS-94-15 
SupersedesDate Date
Approval OCT Effective a l l  0 1 48?h 
TN NO. MS-94-06 



ATTACHMENT TO PAGE 7 
ofAttachment 3.1-B 

State:nebraska 

major Categories of Services That Are Available As 
Pregnancy-RelatedServices or Services  For Any
Other Condition That May Complicate Pregnancy 

The NebraskaMedicalAssistance Program covers the following major 
categories  of serv ices  as pregnancy-related services or services  
f o r  a condi t ion  tha t  may complicatepregnancy: 

. 1. 	 All servicescoveredunderthe Ti t le  X I X  Planare 
ava i l ab le  when pregnancy-related or for a condi t ion that  
may complicatepregnancy; and 

2.  Thesame l imi t a t ionsl i s t edin  Attachment 3.1-A a r e  
appliedtopregnancy-related services or serv ices  for a 
condi t ion  tha t  may complicatepregnancy. 

' 

c 


i 
I 



SE 

Revision:HCFA-PH-87-4 (BISRC) attachment 3.1-8 
MARCH 1987 Page 8 

O l 5  BO. 0938-0193 

State/Territory: Nebraska 

amount DURATION and SCOPE OF services provided
medically needy GROUPS): All groups 

c 

22. 	 Respiratory care services (in accordance withsection 1902(e)(9)(A)
through (C) of the Act). 

L'-iProvided: /7 PO limitations -/T With limitations* 
L­

. /wBot provided. 

23. 	 Any other medical care and any other type of remedial care recognized
under State law, specified by the Secretary. 

-
/W Provided: \/7 no limitations b? Withlimitations* 

b. services of Christian Science nurses. - - ­-/ 1 Provided: / / Bo limitations L/ Withlimitations* 
/xf Not Provided­

c. C r e  and services providedin Christian Science sanitoria. 
- - -
L/ Provided: L/ Bo limitations L/ Withlimitations*
-

/7 Not provided
6. 	 skilled nursing facility services providedfor patients under 21 years

of we.- - ­
&/ Provided: &/ 190 limitations L/ Withlimitations* 


0.  	emergency hospital services- - ­
b/ provided &/ no limitations L/ Withlimitations* 


f. Personal care services i n  recipient's home, prescribed in accordance 
with a plan of treatment and furnishedby a qualified personunder 

supervision of a registered nurse. 


&y Provided: // l o  limitations k-7 with limitations* 

N no HS-87-11 

Supersedes Approval DateAUG 0 6 1987 effective Date apr 0 1 


100. HS-86-25 
HCFA ID: 1042P/0016P . 


